The successful use of continuous curvilinear (circular) capsulorhexis (CCC) capsuk to create an anterior capsularflap. (BrJ Ophthalmol 1993; 77:152-157) Continuous curvilinear (circular) capsulorhexis (CCC) provides the cataract surgeQn with a completely intact capsular bag for lens implantation. It is the only method of anterior capsulotomy which allows a complete operative and postoperative (Fig 1) visual verification of 'in the bag' placement of an implant; as the anterior capsular rim can be visualised for 360 degrees.' ,The use of this technique in planned extracapsular cataract extraction (ECCE) has been limited owing to the singular problem of delivering a larger nucleus through the smaller anterior capsular rim. Clinical reports24 of accidental intracapsular expression with the use of CCC in
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ECCE have highlighted this problem further. This paper presents clinical evidence in the form ofa series of210 cases who had CCC and planned ECCE. A 120 degree corneal section was made and the anterior chamber filled with viscoelastic to stretch the anterior capsule. Continuous CCC was performed. The steps included the creation ofa capsular flap (Fig 2) by making a radial and a circumferential cut in the anterior capsule. Viscoelastic was injected under the capsular flap to elevate it (Fig 3) . The capsular flap was then torn around with a forceps in a spiral fashion to achieve a curvilinear (circular) anterior capsular opening (Fig 4) . The capsulotomy was restricted to a size of 5*5-6 mm so as not to encroach on the zonular insertion into the anterior capsule. No relieving incisions were made.
Patients and methods
Nucleus delivery was achieved by the following method. A Rycroft cannula was used to inject irrigating fluid under the anterior capsule in all four quadrants (Fig 5) . The fluid dissection was visually monitored to confirm that it had freed the nucleus of all its cortical attachments. The cortical attachments had to be freed not just along the posterior aspect of the nucleus but also along the anterior surface under the residual anterior capsular collar. Thus the nucleus was hydrodissected globally -that is, along all its surfaces. Once the nucleus was completely freed of its cortical attachments, a further injection of irrigating fluid was carried out with the cannula under the anterior capsule at the 9 o'clock position. This fluid injection into the capsular bag caused a pressure build up. As the nucleus is free of cortical attachments this fluid pressure lifted the nuclear pole opposite to the fluid injection area out of the capsular bag as shown in The cannula was now positioned under the nuclear pole which had lifted out of the capsular bag (3 o'clock pole) and the nucleus is rotated towards the 12 o'clock position (Fig 7) . This rotation when completed would have most of the nucleus out of the capsular bag and into the anterior chamber. At this stage slight limbal pressure at the 12 o'clock position delivered the whole nucleus out of the eye.
Cortical aspiration (Fig 8) was carried out using a coaxial irrigation aspiration cannula. The capsular bag was inflated with viscoelastic and a 7 mm biconvex optic one piece PMMA implant was inserted into the capsular bag (Fig 9) . The fixation was confirmed by visualising the intact circular anterior capsular rim in front of the implant optic (Fig 10) . The section was closed with 10/0 nylon suture after aspirating the viscoelastic.
Results
The preoperative visual acuity of all cases is shown in Table 2 shows the reasons for a final corrected postoperative visual acuity worse than 6/12 achieved by 18-5% of all patients. None of these reasons could be attributed directly to the technique used.
COMPLICATIONS
The incidence of complications in all cases is shown in Table 3 : 75-23% of patients had uncomplicated procedures. The complications that occurred were classified as at their time of occurrence in the cataract procedure.
CCC related complications occurred in 22-85% of patients. Two complications occurred with CCC. In 8-57% of patients CCC had to be abandoned owing to peripheral extension during capsule tearing (the capsulotomy was converted Experimental human cadaver eye studies9"0 clearly demonstrate the ability of the anterior capsular rim to stretch well beyond the dimensions required for safe nucleus delivery. Assia et al'0 demonstrated that the capsular rim in CCC can be stretched to 1 6 times its original circumference before tearing. They calculated that a lens nucleus with a profile circumference (sagittal or anteroposterior) of 18-22 mm can be manually extracted through a 5 5 mm anterior capsular rim without tearing.
The results of this series of 210 cases clinically corroborates the experimental evidence that a 5 5-6 mm capsulorhexis opening without any radial rim cuts can be used successfully in ECCE. Thim et al," in a series of 26 cases, also reported on the successful use of a 6 mm capsulorhexis without any radial rim cuts. tearing ofthe capsule in the absence ofa good red reflex. Micro rim tears at the starting point of the capsulorhexis were seen in 14-28% of patients. These small tears extended to the periphery when the nucleus was delivered. These tears were avoided when the (capsulorhexis) tearing was continued beyond the starting point of the capsulorhexis -in effect a spiral tearing of the capsule. Micro rim tears were also more common in cases with small pupils or mature cataracts reflecting further the technical difficulties in achieving an optimal CCC.
The number of complications decreased consistently with time. As most of the complications were related to capsulorhexis the learning curve is related to the technique of CCC.
Conclusion
The success of this technique is apparent from the low incidence of complications seen in this large series. The author believes that by using this technique the well established advantages of CCC can be ofbenefit to patients having planned ECCE. Further 
